. All patients were admitted with progressive paraparesis. Eleven patients had vertebrectomies, 5 laminectomies and in 4 pati{!nts costo-transversectomies were performed. The follow-up period ranged from 1 to 10 years. Thirteen patients were found to be normal at follow-up examinations (65%). In 4 patients there was some improvement in their neurological status, and the others had no improvement.
Materials and methods
The ftles, neuroradiological examinations, operation notes and pathology slides of the patients have been reviewed.
Results
There were 11 female patients (55%) and 9 males (45%). The mean age was 39·1 years ( Table I ). All of the patients were admitted to our clinic because of progressive paraplegia (Table II) . The duration of symptoms was found to be between 1 day and 3 months. In 65% of the cases the initial complaints were severe paraparesis and in 30% moderate paraparesis. There was also severe pain in 85% of the patients. Fifteen per cent of the patients were under medical control when admitted for surgery.
Ten per cent of the cases had cervical disease, 70% thoracic, and 20% had disease in the lumbar area.
The neuroradiological examinations are summarised in Table IV . Vertebral body compression fracture was the most prominent fmding. Evidence of an abscess was found in 11 cases. Myelography was performed in 7 patients and CT was performed on 6. In 5 patients laminectomies were performed, in 11 cases vertebrectomies, and in 4 cases costo-transversectomies. During the preparation of this manuscript 1 patient in this group who had had a costo-transversectomy previously, was readmitted with severe pain:-in the CT examinations pus had recollected and was removed with CT guided needle aspiration ( Figure) . The patient was symptomless after the procedure.
The patients were followed-up for between 1 and 10 years. The average follow up was 3 years.
The results of therapy are shown in Table V showing the findings at the last Sabar, 1950) . As seen from the present data our patients were mostly in the middle age group.
In Pott's paraplegia the aim of surgery is to decompress the spinal cord either by removal of bony fragments or by aspiration of pus compressing the spinal cord.
Accurate histopathological and microbiological diagnosis can be obtained from the materials obtained during surgery, and bony fusions can be performed when needed then.
In the pre-operative period two important questions must be answered. Is the spinal cord compression due to vertebral compression and dislocation? or/and is there any evidence of an extradural abscess? These questions can be answered by careful X-ray studies. Nowadays CT gives valuable information about the bony et cetera compressing the cord and the extent of any epidural abscess. In the present report in 70% of the cases vertebral body collapse and in more than half an epidural abscess was found.
In the present study the pre-and post-operative neurological states of the patients are considered according to the criteria of Pattison (1986). As seen from the tables, 40% of the cases had incomplete motor loss or only had pyramidal signs.
But paraplegia of acute onset was found in these cases and they were immediately decompressed. Surgery was mostly effective in these patients. In the literature this point is very well clarified (Kemp, 1976; Martini, 1979; Wright, 1982) . An additional 12 patients had severe motor loss on admission. In control examinations (last examinations) 65% of the cases were found to be normal and in 4 there was some improvement in the neurological state.
One patient remained in Grade 5, being admitted to our clinic 47 days after the onset of paraplegia, and surgical intervention did not benefit this patient. Another patient was admitted after 18 hours and his grade changed from 5 to 0·7 years after surgery.
In the post-operative period the follow-up is very important. All of our patients received full chemotherapy and their spine was checked from the point of stabilisation or collection of pus. In only 1 patient recollection of pus was encountered and it was aspirated by a needle under control of CT machine. We feel that this form of treatment may be effective for pus collections, or to help with the diagnosis (Schumacher, 1988) .
Although standard laminectomy is found to be inadequate for decompressing the cord especially for anteriorly located pathologies, it is a method to decompress the cord if there is only a tuberculous abscess (Wright, 1982) . Five patients had laminectomy, these were performed before 1986, before the availability of spinal CT. Two had lumbar region disease.
Gibbus formation is an important factor in deciding on costo-transversectomy (Alexander, 1946; Dott, 1942) ; it is very effective especially in the lower thoracic region. Patients are mobilised more quickly after this procedure.
Although vertebrectomy by 'thoracotomy is a more invasive way of intervention, by this way it is possible to remove nearly all of the affected bony material and pus and it is also possible to perform fusion with rib grafts. This is our choice of treatment for pathology in the mid-thoracic region. We prefer costo-transversectomy for lower thoracic lesions.
In conclusion we state that surgery must be performed in patients who have progressive paraplegia especially in the first hours of the onset of the disease.
